A 70-year-old woman was referred to our hospital for management of a large, nearly circumferential, laterally spreading lesion (LSL) of the duodenum involving the ampulla of Vater (Fig. 1A) , which was incidentally diagnosed during endoscopic investigation of diarrhea. Her medical history included severe chronic obstructive pulmonary disease; rheumatoid arthritis, for which immunosuppressive medication was prescribed; and heterozygote factor V Leiden requiring anticoagulant therapy. Because of the ampulla involvement, magnetic resonance cholangiopancreatography was performed and showed absence of adenoma intraductal extension and absence of pancreas divisum.
With the patient intubated and in a left lateral position, a side-viewing duodenoscope was passed to the second part of the duodenum. The LSL was carefully assessed before resection, which showed a 60-mm Â 70-mm LSL involving the ampulla, Paris 0-IIaþIs, and distended over 5 folds with no features of submucosal invasion. EMR was performed with the "sequential inject and resect" technique (Figs. 1 B-E) and use of a 15-mm diameter braided snare (Video 1, available online at www.VideoGIE.org). A submucosal solution of succinylated gelatin (Gelofusine; B. Braun, Crissier, Switzerland) with indigo carmine and adrenaline 1:100,000 was used. Minor intraprocedural bleeding was controlled with Coagrasper and snare tip soft coagulation (effect 4, 80 watts, VIO 300D; ERBE, Tubingen, Germany).
The LSL component was first removed by EMR, followed by en bloc resection of a 20-mm ampullary adenoma (Fig. 1F) . Biliary cannulation was performed and showed an 18-mm common bile duct diameter; a prophylactic 10-mm Â 60-mm fully covered metal stent was placed. A 5F Â 3-cm plastic pancreatic stent was also inserted into the pancreatic duct.
Upon completion of the procedure, complete endoscopic resection of the LSL was confirmed, with no deep mural injury or active bleeding. The patient was admitted for observation and was given a proton pump inhibitor, octreotide infusions, and broadspectrum intravenous antibiotics. The patient experienced hematemesis on the second postprocedural day and was conservatively treated with intravenous fluid resuscitation and transfusion of 2 units of packed red blood cells. The pancreatic duct stent was removed 3 weeks after her index procedure, and the mucosal defect was assessed and showed no apparent residual adenoma. Histopathologic analysis of the LSL established a diagnosis of tubulovillous adenoma with low-grade dysplasia.
Surveillance endoscopy at 6 months showed 3 areas of minor residual adenomatous tissue (Figs. 1G and H) , which were successfully removed with a cold snare, and the metallic biliary stent was removed.
In summary, this extremely comorbid patient with a high risk of surgical morbidity and mortality benefited from endoscopic resection of a large duodenal LSL involving the ampulla. The lesion was completely excised, preventing progression to invasive disease.
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